LETTERS TO THE EDITOR

be at least 150% above threshold to achieve good results with
unilateral ECT (2).

Some patients who did not respond to unilateral ECT werce
switched to bilateral ECT. However, the authors do not mention
whether every patient who did not respond to unilateral ECT
was switched. If this was not done, the resales could be skewed.

One wonders what prevented the authors trom inde-
pendently measuring the outcome for patients receiving uni-
lateral and bilateral treatments. This would resolve the debate
on whether the poor outcome was due to the type of trearment
used. The authors chose instead to quote another study that
was done on a biased sample (3).

To hypothesize that ECT and heterocyclic antidepressants
have similar mechanisms of action is highly specaladive, espe-
cially after acknowledging in the same article that heterocy-
clics alone are not an effective treatment for psychotic depres-
sion, whereas ECT is!
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Drs. Prudic and Sackeim Reply

To THE EDITOR: We thank Dr. Chandragiri for commenting
on our study. Contrary to his interpretation of our previous
work, there is no evidence regarding the efficacy of right uni-
lateral ECT administered with a stimulus intensity 50% above
seizure threshold (1). We have only demonstrated that right
unilateral ECT is ineffective when administered just above sei-
zure threshold. Nonetheless, only five of the 100 patients in
our study received right unilateral ECT at 50% above seizure
threshold, and all patients who did not respond to this form
of ECT (N=3) were crossed over to bilateral ECT at 150%
above seizure threshold. Of the remaining patients in the study

who were initally treated with right unilateral ECT, the mini-
mun dose was 150% above the initial seizure threshold.

The kev finding in this study was the multisite confirmation
that resistance to antidepressant medications during the index
episode predicted clinical outcome with ECT i primary, unipo-
lar, nonpsychotic patients. In Dr. Chandragiri’s second and
chird points, the issuc is raised as to whether the findings were
contingent on a large number of patients who were being treated
with right unilateral ECT and not bilateral ECT. In our study,
90 of the 100 patients were treated initially wich right unilateral
ECT. Thirty-two of the 435 patients (71% ) who minally did not
respond to right unilateral ECT were crossed over to bilareral
ECT. Consequently, the bulk of patients who did not respond
to right unilateral ECT subsequentty received bilateral ECT. In
a 1990 study that Dr. Chandragiri cited, we had already shown
that medication resistance predicted a lower response rate to
bilateral ECT. Our new study indicates that this ¢ffect pertains
to both right unifateral and bilateral ECT. Indeed, we conducted
a new logistic regression that predicted initial ECT response or
nonresponse on the basis of categorization as medication resis-
tant and whether the patient was treated with only right unilat-
eral ECT (N=38) or received bilateral ECT as an initial or cross-
over modality (N=42). Medication resistance was strongly
related to ECT short-term outcome (32=7.37, df=1, p=0.006),
while ECT modality was not {(x2=1.07, df=1, p=0.30).

The argument that ECT and antdepressants have inde-
peadent mechanisms of action had been supported by the pre-
viously untested belief that ECT is as effective in patients who
are antidepressant resistant as in patients who have not failed
an adequate medication trial. This argument is now more
tenuous given our findings that antidepressant-resistant pa-
tients have a poorer response to ECT. Since we also found that
resistance to heterocyclic antidepressants predicted a poorer
response to ECT, whereas resistance to selective serotonin re-
uptake inhibitors (SSRIs) did not, it is reasonable to speculate
that there is more overlap in mechanisms among heterocyclics
and ECT than for SSRIs and ECT in the treatment of nonpsy-
chotic depression. The efficacy of ECT in the treatment of
psychotic depression is not germane.
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Corrections

In “Correlation Between Reduced in Vivo Benzodiazepine Receptor Binding and Severity of Psychotic Symptoms in
Schizophrenia” by Geraldo F. Busatto, M.D., Ph.D., et al. (January 1997, pp. 56~63), the fourth line of the footnote
(page 56) should indicate that the paper is also from the Institute of Nuclear Medicine, University College and Middlesex

School of Medicine, London.

In “Posttraumatic Stress Disorder Associated With Peacekeeping Duty in Somalia for U.S. Military Personnel” by
Brett T. Litz, Ph.D., et al. (February 1997, pp. 178-184), the sentence beginning on the 10th line of the last paragraph
on page 179 should read: “On average, the survey was completed 14.9 weeks (SD=9.2, range=62) after participants had

returned to the United States.”
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